INTRODUCTION
Actinomyces species is a gram-positive, non-acid-fast, non-spore-forming anaerobic bacillus that is difficult to isolate and identify. 1 Its filamentous growth and mycelia like colonies have a striking resemblance to fungi, usually arranged in hyphae, but can fragment into short bacilli and it is very rare organisms found in ophthalmic practice. They are oral commensals, giving rise to opportunistic infection on disruption of normal mucosal barrier. The organisms are trapped in concretions adherent to the tissue elements. These concretions are also known as "sulfur granules". 2 We are reporting this case as few cases of actinomycotic canaliculitis, keratitis have been reported, but actinomycotic lid abscess is extremely rare.
CASE REPORT
A 15 year old male patient came with complaints of redness and swelling of right upper eyelid since 8 days which was not associated with pain or other ocular complaints. He had history of contused lacerated wound over right side of forehead two years back, followed by abscess formation at the site of the wound, thrice, leading to discharging sinus. Routine culture and sensitivity showed no growth and Cytology reports revealed colonies of actinomyces. CT scan at the time showed signs suggestive of acute osteomyelitis. The patient was allergic to injectable Penicillin and therefore was put on tablet Amoxicillin with clavulanic acid since two months by a private practitioner but showed no improvement. There was no history of fever, associated ear, nose, throat or dental complaints or any other systemic infections. On examination, vision in both eyes was 20/20. There was localized swelling in right upper eyelid, approximately 3 x 2 x 1.5 cm in size, soft in consistency, associated with erythema and local rise of temperature ( Figure 1 ). There was no pus point or discharging sinus over it. Ocular examination was within normal limits. An open infected wound was seen on right side of forehead, approximately 3 cm above eyebrow. FNAC from the lid abscess was sent for culture, sensitivity, Gram and AFB staining and cytology. Cytology examination revealed A. eriksoni organism. The MRI of orbit revealed a right side abnormal well defined lobulated lesion measuring approximately 3 x 1.5 x 1.5 cm in the preseptal space, compressing the scleral margin of the globe, but no extension into the right globe, intra or extraconal or the intracranial cavity along with infective osteomyelitis in the frontal calvarium (Figure 2) . FNAC did confirm A.
eriksoni, but based on clinical grounds, we considered this lid abscess to be actinomycotic and Modified Welsh's Regime was started as patient was allergic to Penicillin. This regime consisted of injection Amikacin IV 500 mg (morning) and 250 mg (evening), Tab Co-trimoxazole twice daily, and Tab Rifampicin 600mg once daily before breakfast for twenty one days. The lesion regressed dramatically on subsequent follow ups (Figure 3 ). An audiometry was done at the end of twenty one days to rule out ototoxicity. Two weeks wash out period was given for Amikacin, after which another cycle of twenty one days was given. Maintenance therapy consisted of Oral Co-trimoxazole and Rifampicin for three months. At five month follow up, the forehead and eyelid lesions had completely healed with no recurrence (Figure 4 ). 
DISCUSSION
Human Actinomycosis, caused by Actinomyces group of organisms, is a very rare occurrence. 1, 3, 5 Out of the reported cases, A. israelii is the commonest organism 1, 5 others being A. eriksoni, 5 A. naeslundii, A. meyeri, A. viscosus, A. odontolyticus and A. pyogenes. 5, 6 Actinomyces are present in the human oropharynx, particularly around teeth, alimentary and genital tract as commensals and give rise to an opportunistic infection when the mucosal barriers are broken in surgery, trauma or infection. Being strict anaerobes, they penetrate deeper and thrive in tissues where an anaerobic environment exists. Cervicofacial (most often lower jaw), thoracic, abdominal (ileocaecal region), pelvic (associated with application of Intrauterine devices) are the various presentations of the disease. 5 The lesions are usually indurated painless swellings with multiple discharging sinuses and surrounded by thick fibrous tissue. Pus contains yellow sulphur granules of actinomyces colonies. 5 The most common site involving the eye is the lacrimal system, frequently involving lower canaliculus. It may be primary or secondary to jaw infection. Epiphora, followed by nodular swelling, ulcer, discharging fistula containing yellow or greenish pus are the various presentations. Less frequently, Actinomycosis may cause conjunctivitis, keratitis, corneal ulcer, iritis, endophthalmitis and proptosis due to orbital involvement. 6, 7 Orbital Actinomycosis may occur due to direct spread from infections of oral cavity, infra temporal fossa, paranasal sinuses or ocular adnexa. 1, 3 It usually presents as painless proptosis with restricted extra ocular movements. 1 Differential diagnosis in this case would have been preseptal cellulitis. Due to presence of documented evidence of Actinomycotic os teomyelitis of right side frontal bone, roof of orbit and the lesion being painless, well defined lobulated abscess, Actinomycotic lid abscess was thought to be the most probable diagnosis, presumably secondary to actinomycotic osteomyelitis. High dose Penicillin is the mainstay of treatment. Clindamycin or Chloramphenicol is given for patients with allergy to Penicillin. 1 More recently, various antimicrobial combinations that have been found useful include Co-trimoxasole -Streptomycin, Co-trimoxasole -Amikacin, Co-trimoxasole-Penicillin, Dapsone -Amikacin, etc. 8, 9 "Ramam M et al proposed a two-step regime: Intensive Phase of 5-7 weeks consisting of four injections of Penicillin and two injections of Gentamycin daily. Maintenance phase consisted of Amoxicillin/ Doxycycline and Co-trimoxazole for 2 to 5 months after complete healing. 9, 10 "Welsh Regime consists of simultaneous administration of IV Amikacin (15 mg/ Kg/ day) in two divided doses for three weeks along with Oral Co-trimoxazole for five weeks with intervening two week wash out period for Amikacin. 8, 11 In Modified Welsh regime daily oral Rifampicin (10 mg/ Kg/day) is added to Welsh Regime, with a maintenance phase of Cotrimoxazole for three months. Rifampicin induces earlier remission. 12 In our case as the patient is allergic to penicillin, modified Welsh regime, as mentioned earlier, was used with great success and no recurrence till date.
CONCLUSION
Any wound with repeated infection and discharging sinuses must be investigated for Actinomycosis. Early diagnosis helps in appropriate treatment, reducing the morbidity due to this rare organism.
